being loaded when its trailing cable arced as it came through
the sheave bracket, igniting methane.  The explosive fire
ball expanded into the first outby intersection then traveled
back into the working place and once again went out into the
intersection and was self-extinguishing.  The explosion
caused serious burn injuries to the loading machine operator
and the shuttle car operator.

5.  The MSHA accident investigation team began their
investigation at the mine about 11:00 p.m., October 10, 1985.
They gathered a number of eyewitness accounts, which may be
summarized as follows:

(a)  George Wallace, the loading machine
operator, stated that he was in the process
of loading a three-way place, and

had just completed loading the fall of coal
from the crosscut right of the No. 3 entry
when the methane monitor deenergized the
machine.  The line brattice was extended
to within approximately 10 feet of the face,
and the power was restored to the loader.
Wallace then began to position the machine in
preparation to load the fall of coal at the
face of the No. 3 entry when the explosion
occurred.

(b)  Harry D. Cowan, the shuttle car driverf
stated that he had entered the working place
and was in the process of being loaded when his
trailing cable arced to the frame as the cable
came through the sheave bracket.  The methane
fire ball traveled into the intersection of the
last open crosscut, then back to the face of the
No. 3 entry, and once again out into the
intersection and was self-extinguishing.

(c)  Jim Ashby, shot fireman, was in the crosscut
between No. 2 and No. 3 entries, and Donald
Strouse, a unit helper, had just walked up to the
outby side of the intersection.  They saw the cable
arc and ignite the methane.  Ashby stated that as
the flame came into the intersection the second
time, he ran to the unit power center shouting to
have "someone knock the power."
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